We read with interest the research article by Shah and colleagues on "Goal-directed fluid therapy using thoracic inferior vena cava (IVC) index in patients with low left ventricular ejection fraction (LVEF) by transoesophageal echocardiography (TOE)."\[[@ref1]\] We congratulate the authors for their great efforts. TOE provides valuable hemodynamic information in patients in whom access to transthoracic echocardiography (TTE) is difficult; which is a common scenario in the perioperative course of laparotomies.

We would like to raise a few queries related to the article.

The authors mentioned the background rationale for determining the usefulness of Delta-IVCD for guiding intraoperative fluid therapy in low LVEF patients. Conventionally, the usefulness of fluid therapy is indicated by identification of fluid responsiveness which is defined as a predefined increment in stroke volume after a predefined volume of fluid bolus over a short time, typically 10--15 min.\[[@ref2]\] In our understanding, the authors have measured respiratory variation of intrathoracic part of IVC (Delta-IVCD) which physiologically would behave differently than the intra-abdominal IVC. The authors have not stated the rationale for the cutoff value of \>12% for intrathoracic Delta-IVCD. However, cutoff \>18% for abdominal Delta-IVCD has been described previously.\[[@ref3]\] Respiratory variation of superior vena cava (SVC) diameter is accessible only through TOE and is considered to be more reliable (cutoff \>36%) than IVC for prediction of fluid responsiveness, especially in critically ill patients.\[[@ref4]\] Stroke volume variation (SVV) is another validated tool for fluid responsiveness. It would have been interesting if the authors would have looked at the best cutoff and the accuracy of Delta-IVCD for discriminating fluid responders from nonresponders and comparing it with previously validated tools like SVV or SVC respiratory variation.

In our opinion, it is difficult to conclude that Delta-IVCD directed IV fluids provide adequate tissue perfusion based on small sample size, absence of microcirculatory data, and lack of statistically significant difference (*P* = 0.09) in lactate values in two groups.

We express our concern about the omission of positive end-expiratory pressure (PEEP) in the study. Application of PEEP is universal in most of the studies testing fluid responsiveness and is unlikely to affect the performance of these tests. The omission of intraoperative PEEP may be detrimental and can increase the incidence of postoperative pulmonary complications.\[[@ref5]\] We also have reservations against the use of the "furosemide rescue" in all patients in the absence of signs of LV failure or pulmonary edema just to target a predefined urine output.
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